Se reporta un caso de acceso del conducto pancreatico dorsal por medio de ayuda de ultrasonografía endoscópica en un paciente con cuadro de Páncreas divisum que producía sintomas dolorosos; y que no fué posible su abordaje por PCRE.
INTRODUCTION P
ancreas divisum is the most common congenital pancreatic anatomical variant, usually asymptomatic, occurring in approximately 7% of the autopsies (range 1% -14%). 1 It is usually asymptomatic, therefore the treatment (endoscopic or surgical) is indicated in symptomatic patients after thorough investigation and ruling out other causes of pancreatic type abdominal pain and acute pancreatitis. 2, 3 Our objective is to demonstrate a novel technique of EUS-guided access to dorsal pancreatic duct in a patient with pancreas divisum with previous history of acute pancreatitis.
CASE REPORT
We present here a 32 year-old male with many episodes of acute pancreatitis in the last eight years and no history of biliary stones, previous surgery or biliary manipulation. Magnetic resonance cholangiopancreatography demonstrated showed a normal biliary tree and a dilated noncommunication of the dorsal and central ducts with independent drainage sites. As the access through endoscopic retrograde cholangiopancreatography (ERCP) was not possible due to technical diffi culty it was used the alternative access through endoscopic ultrasound (EUS).
The EUS image showed hiperechoic spots in the pancreatic parenchyma and dilated dorsal pancreatic duct. EUS guided puncture with a 19G needle, while using doppler to avoid vascular damaged, was realized. It is im-portant that the dorsal pancreatic duct is in an obliquous position on the opposite side of the probe. Contrast was injected to confi rm adequate puncture site and appears as shifting hiperechoic images by the EUS view. Then a 0,035-inch guidewire was passed through the minor papilla and positioned deeply into the duodenal lumen. A 8,5 Fr plastic stent was located into pancreatic duct to achieve pancreatic drainage,antegradely.
No immediate or late complications were observed in 8 months of follow up. The laboratory exams demonstrated to be normal after the procedure.
DISCUSSION
Pancreas divisum is a congenital anomaly developed by a failure of fusion of the ventral and dorsal buds during the embryonic period. Therefore, the drainage of these glands are made separately in the duodenum. 2 Patients with mild symptoms can be managed conservatively. However, those with recurrent acute pancreatitis, chronic pancreatitis or pancreatic-type abdominal pain may require treatment that focuses on decompression and drainage of the dorsal duct, performed endoscopically or surgically. 3 Both therapies are effective in reducing episodes of acute pancreatitis and pain relief in approximately 80% of patients. Lower rates of response occur in cases of chronic pancreatitis and pancreatic pain (70% and 55% respectively). 3 RCP is the standard procedure for the decompression of the pancreatic duct but may fail in about 10% of the cases due to previous surgery that changes the gastrointestinal tract, malignant gastroduodenal obstruction, intra or peridiverticular papilla, pancreas divisum, among others. 4 However, the identifi cation and puncture of the pancreatic duct can be achieved by endoscopic ultrasound and may allow access and passage of guidewire and therapy of pancreatic duct and duodenal papilla. [5] [6] [7] Wiersema et al initially described EUS-guided access to the pancreatic duct. Access to the pancreas was perfor- med in a patient submitted to gastrectomy with Billroth II reconstruction. Transgastric puncture was achived resulting in a pancreatography that diagnosed pancreas divisum. 8 he present case demonstrates the feasibility of a new technique in which we can reach the dilated dorsal pancreatic duct by EUS guidance in a case with previous failed minor papilla retrograde cannulation. The option should be presented and discussed with the family and surgeons before beginning the procedure.
